
Welcome to your new Flex Spending Account Plan Year! 

The e-mail letter this document was attached to shows your reimbursement account 
annual election for the upcoming plan year. Please review the election and your address 
to ensure accuracy, and notify Benefit Strategies or your employer of any necessary 
corrections. 

We are pleased to announce our enhanced website which enables you to monitor your 
reimbursement account activity and fund balance, file claims on line, access forms and 
other information. To log into your account, please follow the instructions found on the 
next page of this document. 

HOW TO ACCESS YOUR FLEX SPENDING ACCOUNT FUNDS: 

1. Submit a Flex Claim Form via Fax or Mail - A copy of a Flex Claim Form and 
directions is attached with this notice. Additional forms may be obtained from your 
employer or from Benefit Strategies’ website: www.benstrat.com under “Available 
Forms.” Fax or mail the completed form along with documentation of your eligible 
expenses to Benefit Strategies. Properly completed claims are usually processed 
within 1 week. You may submit claims as often as you like. Do make sure, however, 
that the expense you are requesting reimbursement for is eligible according to IRS 
guidelines and that it will not be reimbursed by your insurance or any other source. 

2. NEW! - Enter Your Reimbursement Request On Line - Log in to your account 
(Instructions follow), click File Claims and follow the instructions. Print the 
Confirmation page and mail it in with your receipts. Try it - it’s easy! 

3. FlexExpress© Card Users - If you requested a new FlexExpress card you will be 
receiving it at your home address in a plain white envelope. If you re-activated your 
current FlexExpress card(s), it has been updated with your new election. 

Remember, you may only use the card at qualified providers of health care services or 
products. Also, IRS regulations state you must retain documentation for every 
transaction. Benefit Strategies reserves the right to ask for documentation to verify 
any expenses paid with your FlexExpress Card. If your FlexExpress Card is lost or 
stolen, please notify us immediately. 


Do you have questions? Contact Benefit Strategies! 


Mailing Address: 

Telephone: (888) 401-FLEX (3539) 

POBox 1300 

FAX: (603) 647-4668 

Manchester, NH 03105-1300 

e-mail: claimsupport@benstrat.com 
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WEB-SITE LOG IN INSTRUCTIONS: 


1. Open your browser (e.g. Internet Explorer) and log into our website: 

www.benstrat.com . 

2. Click 011 FLEX: Participant Login in the middle light blue box on the left of the homepage 

3. Log in using the following: 

IISLRNAML : Your username will be your first name initial 
followed by your entire last name and the last four digits of your 
social security number 

Example: Jason Smith, SSN: 121-22-3456. 

Username: jsmith3456 

PASSWORD : changeme 

If this is your first time logging in to our enhanced web-site, use changeme 
as your password. You will then be instructed to create a new and unique 
password. The password must: 

• Have a minimum of 6 characters • Not be one of your last 3 passwords 

• Contain upper and lower case letters • Contain at least one number. 


bcncl'ifsrriitcgies 




..I 


•^uestare?C«K«t<ttair.is&.pp<yt ar:<6Q3) €4~- J *555 v • ;• \ v •"l-jlvl-Ivl": 'A Ivh 


Once you have successfully logged in, you will see a screen that looks like this. From 
here, you may click on items to file a claim, check your real-time account balance 
and payment history, or get plan information or forms. 


Home file Claims.: My Account: : Plans • :• • • • Forms 


What would you like to do? 



FILE CLAIMS 


Allows you to submit claims 
for those plans you are 
currently enrolled in. 


MY ACCOUNT 

Where you go to view: 
vi Account Balance 
vi Profile 
S3 Payment History 


.j*$v 

PLANS 

Where you go to see 
plan descriptions and 
related documents. 


FORMS 

Where you go to 
download forms. 


Questions? Contact Claim Support at (603) 647 4666 or 


Corbett email PRR 025096 



























HOW TO FILE YOUR CLAIMS ONLINE 


1. Click the File Claims tab or menu item. 


Home ;:MyAocBorrt-:-::- —Plans — farms 



What would you like to do? 


FILE CLAIMS 

MY ACCOUNT 

f 

PLANS 

Allows you to submit claims 

Where you go to view: 

: Wh 

^re you go to see 

for those plans you are 

5i Account Balance 

: Pla 

descriptions and 

currently enrolled in. 

iv Profile 

related documents. 


•M Payment Historv 




FORMS 

Where you go to 
download forms. 


Questions? Contact Claim Support at (603) 647-46 66 or;i;mic-V.■ 


2. Click the File Claim button next to the plan for which you wish to file a claim. 


:SqlTiS : : 


'File Claims 


My Assotmt 


Flans 


Ferns 


I I ..[In'. I 

0 Claims 


Sample Employer Group online claims filing is a fast and easy way to file your claims. Just click the "File Claim" button 
next to the /ccount you wish to use and start filing! 

File a Claim 

► i , 

Fife OUim Medical Flex Account 


File Claim Dependent Care Account 


File Claim VEBA 


3 Enter the information for each expense, clicking submit between each one. Make 
sure you have valid receipt(s) for your expenses, as you will need to fax or mail them 
to Benefit Strategies. 


iK-r-A* : File claims j£: : My netftiur* Rla'Ys :: : ::::: 

Medical Flex Account 



Please enter your claim, information below. If all or part of your claim is not reimbursable due to auditing factors (i.e. 
claim :exceeds available balance in your account), then you will only be reimbursed the approved amount. You will be 
notified of any pending or denied Claim amounts. 


Do you have a valid receipt for this product/service?^ Yes' *:■ No Xi.H.'iAilH. Kiai: 

Date of service 
(mm/dd/y y y y) 

P/ease cfiooje the category arid type of product/seryice that hast describes your claim. If yea choose "Other" or "Over- 
the-Counter Drugsyou must provide a description below. 




Category : *' 

Typ;e of. Product?'.Service: >' 
PrOduct/'Service Descriptions 

Product/Service Provider 


Choose from list. 


Choose fronh list. 


Person receiving. ProductXSer 


'../toe. Sample 
Vy Kid Joe Sample 
■\\S Mrs. Joe Sample 


Did you'drive to receive this product/service? ' Y 

You may claim mileage expanse for reimbursement. 

Number of Miles: • • 


Mileage Reimbursem ent: 
Total Claim Amount: 
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4. If you have more than one expense to request reimbursement for, click on 
Add a New Claim. Enter information and click Submit. 


Horne 


a jit li, . ') r. 



Account 


Plans 


Forms 


Cl iaihrts Basket 

i Clainis: : 


Update 


Date of 
Service 

; 3/7/2005 


Plan 


Type of 

Product/Service 


Provider 


Medical Flex Prescription medication Walgreert's 


Account 


co-pay/cost 


Pharmacy 

Tatai; 


Claim 

Amount 

$25.00 




Approved 

Amount* 


* The approved claim amount.will be reimbursed based on your available balance. If a plan requires funds to be 
contributed prior to the reimbursement of claims, you will be reimbursed as funds become available in your plan account. 

Terms and Conditions 

1.:.] I have read and agree; to the i/v^diitioris. . 

t<t. & £T--tfcjs'feasfe'gf m tt*- thas© 


Submit 


; Cancel 


5. Once all claims are entered, you must: 

1) Agree to the Terms & Conditions (click on appropriate box) and 

2) Commit the claim(s) by clicking Submit. 


Horne File Claims .My- Account Hans Forms 


tl aim* Basket 

1 Claims 




Date of 
Service 

Plan 

Type of 

Product/Service 

Provider 

Claim 

Amount 

Approved 

Amount* 

,,.... 1 3/7/2005 

Update | 

Medical Flex 
Account 

Prescription medication 
co-pay/cost 

Walgreen's 

Pharmacy 

$25.00 

:: 



* The approved claim amount will be reimbursed based on your available balance. If a plan requires funds to be 
contributed prior to the reimbursement of claims, you will be reimbursed as funds become available in your plan account. 

Terms and Conditions 


PI I have read and. agree to the 

'! C&fJVSf: Z<> V h :i < k tfi WiikW ><> ii<i Fhf: ><• 

Submit I Cancel I 
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6 PRINT AND SEND CONFIRMATION WITH RECEIPTS! 


A Confirmation Page that looks like this will come up. The confirmation page verifies 
that all claims have been successfully submitted! You must print this page by clicking 
Print Confirmation and mail it along with your receipts to: 

Benefit Strategies 
PO Box 1300 

Manchester, NH 03105-1300 
Or FAX to: (603) 647-4668 


: He. Cl: 


Mr Aewat 

N 5^3 

f^r:-p 5 

3 -oe Sample 






Sample impioyitr Group 

Order Number: SAW0SU3G?lti03XiMd 

Yeu h'&vsi:' fik? d listed: bfcl6v*:i 

CustoTj dflism stext yftse? her-s, 

r^ujinfsd f&smpi;?] ;$7id; f»« or mail: to Sample Ad mini strata r at on? of th* cGfriiaote 

llstedbubw'. 

F-3KS 

Miss?: 

E in j 9 : 

If Y&J are unzbfe to prmt. -this cm&rm%<>& 


v :, ?n<i vc-iyr roc«i:?t$ yv:tb -3 n 

f5!j?fib e r£s) Si sted. b #icm. 

»te that indues 

; (.v) the narr 

tc of *bs co rn pan 

;! f«V were 

; for, (b): your 

name* .a*»4 ( 

Si the ddrr 

Claim Number 

Plan 

Pate of 
Service 

Provider 

Receipt 

Amount 

Mileage 

Amount 

Approved 

Amount* 

Receipt 

Required 

S.AM05 G3!l ? roacimvie 

Medrcoi Flex 
Account 

3/7/3MS 

Wal<j:Ptei'j , s 

Ptj^TDSC:? 

$?s.m 

$ChQQ 

turn 

?Q9 

SAM0SCa97100W.l3CttlS 

Oepentfftfi* 

C3r* 

A COO ti (St 

V1/2035 •• 
3/4/2035 

kinder Car* 

isesj.OD 

to.oo 

*203.CC< 

V03 




a i:7: 


$U 

%>? :> Xi(> 



* The <j£>pf'jvu'J < 2 » 3 WVc if*iC<Ufit %vi:l be fctf-lbufieJ biicd UU y CmJF j voil-aL-lc bc!of•vfc . O c £>l of i'b ; 4 Ui»'i;S fLP'idi t >4 be 
c/or:t.nbi:t*r 5 prior to the rwpburs^rnsnt 9 * cl*im $4 you b? ?*irnbi.:r<e-j a? n.nds becc-me ava l-sbie in your p; : an ascvniN:. 


;F s |6'3:5iC< Sfefiii tftthfc Required R6C6i|il^s} iii&ted above wiih-ri 63 d-SyS. If w& C?>j hot f b£6i-vi?' ttifcrd-hfcipt/i by- this date, yOur 
rstrf;byrs&n?ient be d-epiedv 

Renrifsrnb?^ regardless tff wfiiisjb >if any) nsreipts yosij. are .required to submit- you at? .nasponsih-l*. :ci?' ret-sinin-c: a vi? 9 % of 
'Si:l fYC«:£j\$ fer three yeairY iri the fivePt you at four Pre-tiX AUiCtufit plan etiditec by the S&S* 


r:rt< C r?Ti Horn* j Lc-acuv 
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IMPORTANT NOTES ON FILING CLAIMS 


1) Paper Request For Reimbursement Forms must be filled out COMPLETELY and 
signed . Medical expenses must FIRST be submitted to your insurance provider. 

Only out-of-pocket expenses incurred during your active participation in the plan year 
are reimbursable. (Incomplete forms will be returned.) 

2) Mail or FAX form and copies of receipts, (5 Pase Limit for FAXES), to Benefit 
Strategies at the following address: 

Benefit Strategies,LLC 
PO Box 1300 

Manchester, NH 03105-1300 
Fax: (603)647-4668 

3) Complete claims received by NOON on Thursday will usually be processed for 
reimbursement on Friday. *Does not apply to all clients. 

4) Copies of all third party documentation for expenses you are claiming should be 
submitted on 8 1/2 by 11 paper along with your COMPLETED Reimbursement 
Request . Please keep original receipts for your tax records. 

5) Documentation must clearly show the following:. 

a. the date the expense was incurred (NOT the date paid) 

b. the provider of services, 

c a description of the service and/or expense, and 

d. the charge for each service and amount paid or denied by insurance. 

Health Care Reimbursement Account documentation can include statements, itemized 
bills, and/or insurance “Explanation of Benefits” forms. Note: Canceled checks, 
credit card receipts, and balance forward statements are NOT acceptable 
documentation. 

Dependent Care Reimbursement Account documentation must show the dates of 
service, provider’s name, and dependent’s name. Section 4 of the Request For 
Reimbursement form may be used as eligible documentation. You must have on file 
the Taxpayer ID Number or Social Security Number of your Dependent Care 
providers. You will need to provide these numbers to the IRS when filing your taxes. 

We hope you will find this overview helpful in getting starting with the 
new plan year. If you have any questions, please contact our office at 
(603) 647-4666. One of our operators will direct you to someone who 
can help you. 

Thank you! 
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FOR PARTICIPANTS 


n b 

;p- 

benefit strategies 

Ol. l c 


vwwv.benstrat.com 


Fax Claims To:.(603)-647-4668 

Claim Support.(603) 647-4666 

Mailto: .PO Box 1300, Manchester, NH 03105-1300 

Online Account .https://benstrat.navigatorsuite.com/Login.aspx 


CLAIM FORM 

: Health Care and Dependent Care Spending Accounts 

Name: Company: 

Home Mailing Address: Check 

Address: 

f NEW 1 1 SSN: 

Plan Year: -to- 

City: State: Zip: Telephone: Home: ( ) 

Email: Daytime Phone: ^ ) 


List.EXPENSES REQUESTING REIMBURSEMENT.Use second sheet if needed. 

Note: Cancelled checks, credit card receipts, and balance forward statements are NOT acceptable documentation. 

Amount to be 
Reimbursed: 

Service Date(s) 

DESCRIPTION 

Person receiving product 
or service: 

1. 


CD Medical □ Dental/Ortho CD OTC 

□ Vision □ Rx CD 


2. 


CD Medical a Dental/Ortho CD OTC 

CD Vision O Rx CD 


3. 


CD Medical □ Dental/Ortho D OTC 

CD Vision CD Rx □ 


4. 


CD Medical CD Dental/Ortho CD OTC 

CD Vision CD Rx D 


$ 

REQUIRED... Date(s) of Service _ _ 

Start: End: CHILDCARE 



TOTAL Reimbursement Requested ( Payments are made directly to the employee. ) 


CHILD / DEPENDENT CARE PROVIDER RECEIPT ( May be used in lieu of other child care documentation ) 


Dependent(s) Receiving Care: 


I certify that I have provided the services as listed above, and that I have been paid for these services. 
Service Date Span: From To 

Provider’s Name: 


Provider’s Signature: 


INSTRUCTIONS / REMINDERS 


Health Care Reimbursement Account documentation may include 
statements, itemized bills, and/or insurance “Explanation of Benefits” 
forms. 

All documentation must show: 

A. the date the expense was incurred (not the date paid), 

B. the provider of services. 

C. a description of the service and/or expense. 

D. the amount of the expense for which you are responsible. 

Note: Cancelled checks, credit card receipts, and balance forward statements are NOT acceptable documentation. 

To the best of my knowledge and belief, my statements in this Request for Reimbursement are complete and true. I am claiming 
reimbursement only for eligible expenses incurred by my legal dependents or myself. I certify that these expenses have not been and will not be 
reimbursed from any other source and will not be claimed as an income tax deduction. 

Employee Signature: _Date:_ 

(Required) 


1. Be sure to attach a COPY of the itemized receipt s). or if you 

have insurance, please send the Explanation of Benefits 
Statement . KEEP original receipts for your tax records. 

2. Complete claims received by NOON on Thursday will be 

processed on Friday. 

3. The participant must sign claim form. 

4. Incomplete forms will NOT be processed. 


2/15/2006 
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List .EXPENSES REQUESTING REIMBURSEMENT 


Note: Cancelled checks, credit card receipts, and balance forward statements are NOT acceptable documentation. 


Amount to be 
Reimbursed: 


Service Date(s) 



DESCRIPTION 

a 

Medical 

□ 

Dental/Ortho 

□ 

OTC 

a 

Vision 

o 

Rx 

□ 


a 

Medical 

□ 

Dental/Ortho 

D 

OTC 

a 

Vision 

□ 

Rx 

D 


a 

Medical 

□ 

Dental/Ortho 

D 

OTC 

a 

Vision 

□ 

Rx 

D 


a 

Medical 

□ 

Dental/Ortho 

D 

OTC 

a 

Vision 

a 

Rx 

D 


a 

Medical 

□ 

Dental/Ortho 

D 

OTC 

a 

Vision 

□ 

Rx 

D 


a 

Medical 

a 

Dental/Ortho 

D 

OTC 

a 

Vision 

a 

Rx 

D 


a 

Medical 

□ 

Dental/Ortho 

a 

OTC 

a 

Vision 

□ 

Rx 

a 


o 

Medical 

a 

Dental/Ortho 

a 

OTC 

o 

Vision 

a 

Rx 

a 


o 

Medical 

□ 

Dental/Ortho 

D 

OTC 

a 

Vision 

□ 

Rx 

D 


a 

Medical 

□ 

Dental/Ortho 

□ 

OTC 

a 

Vision 

a 

Rx 

□ 


o 

Medical 

a 

Dental/Ortho 

D 

OTC 

a 

Vision 

a 

Rx 

□ 


a 

Medical 

a 

Dental/Ortho 

□ 

OTC 

o 

Vision 

□ 

Rx 

□ 


D 

Medical 

□ 

Dental/Ortho 

□ 

OTC 

Q 

Vision 

a 

Rx 

□ 


a 

Medical 

a 

Dental/Ortho 

□ 

OTC 

a 

Vision 

□ 

Rx 

□ 


a 

Medical 

□ 

Dental/Ortho 

□ 

OTC 

a 

Vision 

□ 

Rx 

□ 


a 

Medical 

□ 

Dental/Ortho 

□ 

OTC 

a 

Vision 

□ 

Rx 

□ 


□ 

Medical 

□ 

Dental/Ortho 

D 

OTC 

□ 

Vision 

□ 

Rx 

a 


a 

Medical 

□ 

Dental/Ortho 

□ 

OTC 

a 

Vision 

□ 

Rx 

□ 


a 

Medical 

□ 

Dental/Ortho 

D 

OTC 

a 

Vision 

□ 

Rx 

D 


a 

Medical 

□ 

Dental/Ortho 

□ 

OTC 

a 

Vision 

□ 

Rx 

□ 


a 

Medical 

a 

Dental/Ortho 

D 

OTC 

a 

Vision 

□ 

Rx 

D 


a 

Medical 

□ 

Dental/Ortho 

□ 

OTC 

a 

Vision 

□ 

Rx 

□ 


a 

Medical 

□ 

Dental/Ortho 

D 

OTC 

a 

Vision 

a 

Rx 

D 


a 

Medical 

□ 

Dental/Ortho 

□ 

OTC 

a 

Vision 

□ 

Rx 

□ 



Person receiving product 
or service: 


























.TOTAL Reimbursement Requested 


( Payments are made directly to the employee.) 


Rev: 1/24/06 
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